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PERFORATED GASTRIC ULCER. 

Dr. William Hessert reported two cases of perforated 
gastric ulcer and presented the patients. 

Case I. —D. H., aged 19, enjoyed good health up to seven 
years. From that time until fourteen she was in poor health. 
At fourteen the stomach symptoms began with pain in the region 
of the stomach; with vomiting, sometimes before, sometimes 
after, meals. She vomited blood. Her symptoms came periodi¬ 
cally with remissions during which she felt fairly well and 
regained some strength. In June, 1903, she had a severe attack 
which was characterized by the sudden onset of severe pain in 
the left lower portion of the abdomen. This was so severe that 
she fell in a faint. She vomited. Pain was relieved after some 
hours, and subsided after three days. The abdomen became 
greatly distended; she was very sick for ten days, and was in 
bed about five weeks longer. After recovering from this attack, 
the periodical pain and vomiting recurred as before. Her general 
health was poor and she rarely felt really well. 

July S, 1905, at noon, she was seized with a pain again in 
the left lower quadrant of the abdomen. She had not yet had 
any dinner. Dr. D. E. Murphy saw her shortly after and found 
her in severe pain; shock; small, rapid pulse; cold extremities; 
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costal breathing; no vomiting; abdomen retracted and rigid. 
The whole left side of the abdomen was tender and the left abdo¬ 
minal muscles were tense. Morphine was given hypodermically. 
The speaker saw her at 8 r.M. in consultation. She had reacted 
somewhat; pulse still accelerated and small; slight rise in tempe¬ 
rature. She had not vomited. Pain was somewhat relieved, but 
the abdomen was still tender and tense on the left side. She was 
put on rectal feeding and nothing whatever given by mouth. The 
pain subsided largely, and she felt fairly comfortable for two days, 
when pain increased and the abdomen became slightly distended. 
Her pulse and temperature went up to 114 and ioi°, respectively. 
She was then removed to the Policlinic, where she was operated 
upon sixty hours after the first onset of symptoms. A longitudi¬ 
nal incision was made to the left of the median line from the 
costal arch downwards, three inches in length. On opening the 
peritoneal cavity some turbid fluid escaped. The stomach was 
pulled out of the wound. A perforation was found on the ante¬ 
rior wall of the fundus near the lesser curvature. The opening 
was sharply outlined, and was one centimeter in diameter. The 
tissues for a distance of three centimeters around the opening 
were thick and indurated, and of a dark red color. There were 
no adhesions anywhere about the stomach. The stomach con¬ 
tents had evidently escaped into the subphrenic space, there being 
evidence of peritonitis here, but the cavity below seemed but 
slightly involved. The opening was first closed with through- 
and-through silk sutures. Some difficulty was encountered, 
owing to tearing through of the sutures. The whole involved 
area was then inverted with two rows of silk Lembert sutures. 
No other perforation was found, nor scars. The field of opera¬ 
tion was then sponged out and two cigarette drains inserted 
and the wound closed in the usual manner. 

On coming from the table the pulse was 120; temperature 
100.8°. She vomited some dark fluid subsequent to operation. 
She was put on rectal feeding. She rallied nicely from the opera¬ 
tion, and did not have a great deal of pain. On second day her 
temperature was 100°, and pulse 70 to 80. In fact, for a week 
after operation her pulse went down to 60, and became somewhat 
irregular. Bowels moved regularly. Wound draining freely. 
During the second week her pulse and temperature were about 
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normaj. On the tenth day she was, for the first time, allowed 
fluids by mouth, liquid peptonoids being given. This agreed 
with her. On the twelfth day broth and peptonized milk were 
given. Nutritive enemas were continued as they were so well 
borne. On the fourteenth day toast, milk, ice cream, and oatmeal 
were given. On the sixteenth day egg and toast. At the end 
of three weeks her wound had completely healed. She was on a 
light diet, had no pain, and was digesting her food well. Bowels 
regular; patient feeling fine; weight 82 pounds. 

November 3, 1905. Her present weight was 126 pounds, 
more than she had ever weighed before. Her health was fine. 
There were no gastric symptoms whatever. Patient able to eat 
all kinds of food without distress. 

Case II.—Female, aged 62. Gave a history of having had 
symptoms referable to the stomach for the last fifteen years. 
Pain came on periodically, lasting for a month or so, during 
which time she vomited blood. There were periods of remission 
for a few months, during which she felt fairly well, and enjoyed 
the usual nourishment. She gained some in strength; but after a 
while the symptoms recurred. There were pain and vomiting 
again. This condition persisted for fifteen years, when, last 
October, she was admitted to the Cook County Hospital to the 
medical service. Previous to this time she had been in bed for 
five or six weeks or more, and was getting weak; nourishment 
was poor; no appetite; frequent vomiting, and a great deal of pain. 
She was transferred to the surgical side at the beginning of 
December. Before that time she was considerably emaciated. 
An indefinite mass could be felt in the left hypochondrium. A 
probable diagnosis of malignancy was made, and an exploratory 
laparotomy performed. Dr. Hessert found the mass was situated 
in the region of the lesser curvature on the posterior surface of 
the stomach, and in pulling the stomach up and manipulat¬ 
ing it, in order to determine its outline, suddenly gastric 
contents escaped, and he found there was a perforation. 
At the time, he thought perforation was due to manipu¬ 
lation, but later developments showed that it was not due 
to manipulation, but to an old ulcer which had perforated 
and had resulted in the development of a large mass of indurated 
tissue, a perigastritis. At the time of the operation a probable 
diagnosis of carcinoma was made, and after having sutured the 
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opening in the stomach, the abdomen was closed, with the belief 
that the case would take the usual course of carcinoma. In this 
he was agreeably disappointed, as the patient grew better, though 
very slowly. She vomited and was unable to take much food. 
But this mass steadily decreased in size, so that in May, some 
five months after the operation, the former tumor had entirely 
disappeared, and long before this time he made up his mind that 
the patient did not have carcinoma, but a chronic perforation of 
an ulcer in the posterior surface of the stomach. She had so 
much pain and was in such distress that he agreed to operate 
again in the hope of relieving adhesions or relieving her condi¬ 
tion by some further procedure. Accordingly, a second opera¬ 
tion was performed on May 13, of this year. Careful examina¬ 
tion of the stomach failed to reveal scarcely any traces of the 
former lesion, There was absolutely no induration, but simply 
a small scar at the site of the previous perforation. There were 
considerable adhesions about the stomach and the latter was 
adherent to the abdominal wall, but still the old induration was 
gone, showing how such a chronic perforating ulcer, with perigas¬ 
tritis, may simulate a carcinoma. He decided not to do a gastro¬ 
enterostomy, but simply to loosen up the adhesions, and since 
that time patient has regained her health fairly well, but not as 
completely as one would wish for. She had considerable pain now 
at times. She was able to eat everything at times, but at other 
times could only enjoy a little milk or liquid food. She has 
vomited blood since the operation; but there was no sign of a 
tumor mass present. 

Dr. L. L. McArthur stated that in the present trend of 
surgical opinion, when the pendulum was swinging in favor of 
gastroenterostomy for every ulcer or symptom of ulcer of the 
stomach, he felt that a word of commendation and praise was 
due to Dr. Hcsscrt for his courage in withholding gastroenter¬ 
ostomy under the conditions which obtained in the first case. If 
one followed the book-lore, as now obtaining, the tendency was 
to simply make a puckering string suture of the perforation and 
do a gastroenterostomy. To do this in a patient suffering with 
peritonitis of an extremely acute type, entailed an added shock 
and risk to the patient, which, in his opinion, was not always nec¬ 
essary, and particularly not necessary where a perforation ap- 
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peared definitely in a large, single, indurated, round, perforating 
ulcer of the stomach. In such cases he believed the practice of 
Dr. Hessert to close the opening and be content with that for 
the time being, rather than to complicate matters by the addition 
of a gastroenterostomy, was the more desirable practice, although 
not that which was now taught. It did not complicate matters 
very much, before putting in a puckering string and Lembcrt 
sutures, to make an excision of the indurated edges, bringing 
more healthy tissue together, perhaps avoiding leaving behind 
cicatrical tissue, which pathologists were inclined to believe 
formed a basis for later possible carcinomatous development. 
This was easy of performance and supplied far better tissue for 
the stitches than that which was furnished when leaving this 
indurated base. Other things being equal, he would suggest the 
removal of that indurated base, bringing all the structures together 
as in a suture of a wound of the stomach. He believed, too, that 
the emphasis Dr. Hessert placed upon the appearance of pain 
laterally, either in the left or right flank of the abdomen, fre¬ 
quently obtained with perforation of the stomach and was due 
purely to the anatomical landmarks which guided fluids in the 
outer gutter along the right or left of the colon. The empha¬ 
sis, too, which Dr. Hessert placed upon the avoidance of medi¬ 
cation by the stomach, or the administration of emetics to clear 
out a supposed case of indigestion, was extremely desirable. The 
speaker recalled a case in which red pepper and ginger ale, to 
provoke emesis, given to a patient with gastric perforation, added 
tenfold to the amount of pain. Another fact which was extremely 
significant in acute perforations of the stomach, was the board¬ 
like rigidity of the abdominal muscles which the sudden gush of 
the infective material seemed to induce in perforation of the 
stomach, far more marked, he thought, than in duodenal perfora¬ 
tion, and he was sure very much more marked than in the alkaline 
contents from perforation of the appendix. 

Dr. William M. Harsha was reminded of a case he saw 
recently. The patient was a woman of 60. She was taken with 
very severe agonizing pain in the right side in the subhepatic 
region. She was brought to Chicago, and he saw her about six 
days after the onset of the attack. There was a board-like rigid¬ 
ity of the abdomen, but it was not in the iliac region. It was 
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limited sharply to the right hypocliondrium. A diagnosis of 
perforated gall-bladder was made by her physician. An incision 
was made over the site of the gall-bladder, and nearly a quart of 
fluid found here, circumscribed, which did not go below the colon 
or into the iliac fossa, but between the liver and chest wall, and 
was confined to that area. The anterior surface of liver was 
stained by fluids. The patient was profoundly toxic and went on 
to fatal termination. 


HALLUX VALGUS. 

Dr. A. E. Halstead showed skiagraphs of a case of hallux 
valgus before and after operating. He also exhibited the patient, 
and mentioned the method of operating, which differed a little 
from the ordinary routine followed by surgeons in general. 

He mentioned briefly the opinion of the writers of the 
present time regarding the pathology of hallux valgus. Form¬ 
erly the opinion of Virchow that the condition was essentially 
an arthritis deformans, was generally accepted. Of late years 
numerous writers have disputed this theory. At present it is gen¬ 
erally considered as being static in origin, the change at first 
being due to ill-fitting shoes. The relative lengths of the great 
and second toes undoubtedly has a bearing on the early changes 
that take place. Those in which the great toe exceeds in length 
the second arc more prone to this deformity than those having 
the toes of nearly uniform length. The narrow-toed shoes first 
cause an abduction of the great toe, producing a prominence of 
the metatarso phalangeal articulation. Pressure upon this promi¬ 
nence causes an inflammatory thickening of the soft tissues, 
especially of the bursa over the joint. Continuation of this 
pressure soon induces a periostitis with deposit of bone at the 
head of the first metatarsal. Abduction of the phalanx brings 
pressure upon the outer portion of the articulating surface of the 
metatarsal and produces in time distortion of the joint with 
atrophy or destruction of the articular cartilage, and hyperostosis 
of the inner surface where the pressure is lessened. The inflam¬ 
matory process spreading from the compressed soft parts also 
plays a certain role in bringing about changes in the joint that 
closely resemble the changes found in arthritis deformans. He 
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stated that some writers laid stress upon the place of attachment 
of the extensor tendon of the great toe as a determining factor in 
the production of hallux valgus. Just how this factor was respon¬ 
sible for the deformity he was unable from his observation to state. 
He had observed that after resection of the head of the metatarsal 
and freeing the inner aspect of the joint of fibrous tissue, while 
the insertion of this tendon was undisturbed, it had a tendency 
to draw the toe outward, maintaining the deformity. 

In operating for the relief of hallux valgus, he employed 
an incision, slightly curved, over the inner surface of the joint. 
The inflamed bursa was excised. The joint was exposed and 
the head of the metatarsal removed by means of a Gigli’s saw. 
The extensor tendon was fastened well down on the inner side of 
the first phalanx without severing its attachment beyond. The 
posterior portion of the sheath was divided about Y\ of an inch 
proximal to the metatarso phalangeal joint, the sheath split and 
the reflected portion brought down and sutured between the cut 
end of the metatarsal and the base of the first phalanx. This 
supplied a new synovial membrane for the joint, and effectually 
prevented an ankylosis. The wound was closed, most cases with¬ 
out drainage. When there was suppuration about the joint pre¬ 
vious to the operation drainage was employed. 

The foot was dressed by incasing the inner half in a molded 
plaster splint; patient allowed to walk after the first day. 

He stated that in a series of about 15 cases treated in this 
way the results had been uniformily good, the patients being free 
from pain and excepting when extensive infection before the 
operation had existed, there was freer movement of the joint. 
In none was there complete ankylosis. 

Dr. Alexander Hugh Ferguson said he had made a curved 
incision over the upper surface of the joint through the skin 
down to the fibrous structure, exposing the tendon; then a longi¬ 
tudinal incision on each side of the tendon liberates it, still leav¬ 
ing it in its sheath; a long incision on the inner side exposes 
the bones and joint; excision of the head of the bone very much 
after the manner mentioned by Dr. Halstead is now completed, 
leaving the sesamoid bone. He placed the internal lateral liga¬ 
ment as a fold between the bones and sutured it there with cat¬ 
gut, The tendon is free, and a good deal more extension than 
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was represented in Dr. Halstead’s case is obtained. However, 
the result in Dr. Halstead’s case was excellent, considering there 
was suppuration. 

Dr. Charles Davison questioned the necessity of putting 
fascial tissue in between the ends of bone where the articular 
surface of the phalanx was not interfered with. He had done the 
operation many times, cutting the distal part of metatarsal bone 
away carefully, leaving the articular surface of the phalanx, 
with the idea that there would be no adhesions, no ankylosis, if 
the articular surface was not interfered with. In quite a series 
of cases lie had seen no trouble from ankylosis, and all of his 
patients had free motion when he saw them last. 

Dr. Halstead, in closing the discussion, stated that in 
advanced cases the synovial membrane and the cartilage of the 
joint were likely to be destroyed, and one would find nothing but 
spongy bone. This was true in his case. He had had about fif¬ 
teen cases that were treated by operation, and his experience and 
that of others was that ankylosis was almost the rule where there 
was no intervening tissue placed between the ends of the bone. 

In a paper published in the Zeitschrift fur Chirurgie quite 
recently, a large number of cases were reported which showed 
that ankylosis was invariably the rule, when resection of the 
joint alone was performed. If there was a normal articular 
cartilage to the phalanx, it would be all right; but in this case 
the cartilage was destroyed leaving only the articular end of the 
phalanx bare and eroded. He had tried subcutaneous connec¬ 
tive tissue fat and it worked very well, but it was much more 
convenient to take a piece of tendon sheath to interpose between 
the joint surfaces. One could utilize a piece of tendon sheath 
with greater ease than he could take a flap from the under sur¬ 
face of the skin. 

ACUTE POST-OPERATIVE DILATATION OF THE STOMACH. 

Dr. A. E. Halstead read a paper with the above title, 
reporting a case following nephropexy. 

The patient presented the clinical features and termination 
of a typical case of acute dilatation of the stomach following fixa¬ 
tion of a movable right kidney in an apparently otherwise healthy 
young woman. The clinical diagnosis was verified at autopsy. 
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Dr. Alexander Hugh Ferguson said he lost a patient from 
acute dilatation of the stomach ten years ago. The operation was 
performed for appendicitis between the attacks. After the anes¬ 
thetic, the patient was in good condition; his pulse was good; 
temperature normal, etc. As far as the temperature was con¬ 
cerned, the patient had no rise of it at any time. He died on 
the eighth day with enlargement of the abdomen, persistent nau¬ 
sea, persistent vomiting, and increased dulness. Post-mortem 
examination revealed the stomach filling the abdominal cavity 
and protruding into the pelvis to some degree. The area of 
operation was normal. There was no peritonitis; no adhesions. 
Obstruction was found at the pylorus, and although one could 
pass the ring finger through the pylorus, still it was obstructed 
by being acutely bent upon itself. The duodenum was not en¬ 
larged, but slightly smaller than normal. If the obstruction were 
between the duodenum and jejunum, then there would have been 
dilation of the duodenum. 

The next case was one in which he removed the cecum. 
Vomiting and dilatation of the stomach persisted after the third 
day. The stomach was washed out every three or four hours, 
but the man soon became tired of this and decided to lavage his 
own stomach, which he did, by placing his head down near the 
floor and a pillow under his stomach. This man is alive and 
well to-day. In addition to these two post-operative cases of 
acute dilatation of the stomach, he had had three others, two in 
children, and one in a man, from over-distending the stomach with 
food. 

Dr. E. Wyllys Andrews said that he reported some years 
ago five cases of drowning in fecal vomit in cases of intestinal 
obstruction, and discussed at that time the peculiar mechanism of 
the accident. He was lead to infer that the two orifices of the 
stomach were dilated when this drowning took place, and the 
intestinal contents from reverse peristalsis poured through the 
stomach out into the throat. Only in that way could he account 
for the enormous quantity ejected in the fatal cases. Since he 
had heard Dr. Halstead’s paper and the discussion, he thought 
these cases might have been instances of acute dilatation of the 
stomach. 

Dr. L. L. McArthur said he had learned his lesson in 
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regard to acute dilatation of the stomach through the death of a 
very dear friend who had been operated 011 for hysterectomy. The 
hysterectomy was made per vaginam. The patient developed 
no evidence of peritonitis, but had persistent nausea, with vom¬ 
iting. Cases of acute dilatation of the stomach he believed were 
always associated with rather long intervals between the attacks 
of vomiting, then large quantities rather than frequent small 
quantities of fluid came away. The patient growing steadily 
worse, weaker and weaker, yet presenting symptoms which were 
to them intestinally obstructive in character, at three o’clock 
in the morning on the third day Dr. Frankenthal asked the 
speaker if he would not make an artificial anus to overcome a 
possible intestinal obstruction which might have taken place from 
adhesions down around the stump of the uterus, low down in the 
pelvis. To this he agreed, as it looked as if the patient were sure 
to die. He made a left inguinal incision, found a distended organ, 
very much like an enormously distended small intestine, but on 
endeavoring to raise it he found that it corresponded to the stom¬ 
ach. Pulling it out, he found it had the blood-vessels of the stom¬ 
ach, recognized it as the greater curvature of the stomach low 
down in the left iliac flank. Desisting from further operative 
interference, a stomach tube was passed and a gallon and a half of 
dark fluid removed. The incision was closed. We thought we 
had the case in hand, and that by passing a stomach tube on future 
occasions we would be able to prevent recurring dilatation of 
the stomach. The patient had one or two more periods of rest, 
but the stomach refilled, shortly after which she died. He 
thought in some cases it was not easy to differentiate between 
intestinal obstructive vomiting and that accompanying dilatation 
of the stomach. 

Dr. A. J. Ochsner said that some time ago he directed 
attention to the fact that some patients upon whom gastroenter¬ 
ostomy or stomach operations of any kind had been performed 
died as the result of acute gastric dilatation. Several deaths had 
occurred before they had an opportunity to make an autopsy on 
one of these patients. Since then they had constantly watched 
this possibility of acute dilatation of the stomach, and had pre¬ 
vented it in several cases by having the patients sit up a few hours 
after the operation and making gastric lavage in case of any 
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symptoms. Last week a nurse reported in one case two days 
after a gall-bladder operation that there was something wrong, 
as the patient’s temperature was not elevated, but at the time 
she reported this fact the pulse could not be counted. Dr. 
Ochsner found that the apex beat was very high; that the patient 
was suffering from dyspnea, and that she had the general appear¬ 
ance of a patient who was just about to die. He could not feel 
the pulse; the heart was simply fluttering. Having had this 
previous experience, and noting the position of the heart-beat 
and some abdominal distention, he simply introduced a stomach 
tube, when gas escaped with a good deal of noise, so that it could 
be heard all over the ward, and immediately the pulse went from 
180 to 96. Distention of the abdomen with gas had displaced 
the heart. Had it not been for the fact of discovering the dilated 
stomach, he thought the woman would have been dead in another 
hour. He believed many patients died in that way, and that if 
one followed the rule of introducing a stomach tube when a 
patient was nauseated or complained of gastric distress after 
an abdominal section, a good deal of trouble and perhaps death 
could be avoided in a number of cases. This patient recovered. 

CAPCINOMA OF THE APPENDIX VERMIFORMIS. 

Dr. John L. Yates exhibited a specimen, which was re¬ 
moved by Dr. A. J. Ochsner from a woman, aged 75, two days 
previously. The diagnosis before operation lay between a 
neoplasm and an appendiceal abscess. Operation revealed both. 
The mass about the appendix was palpable through the abdo¬ 
minal wall, and at the time of the operation it was found that 
the sigmoid flexure had become adherent across the abdomen. 
A loop of ileum was also adherent, so that the removal required 
the excision of the loop of adherent ileum and the loop of adher¬ 
ent sigmoid flexure. Excision of the caecum and distal end of the 
ileum, invagination of the ascending colon, and anastomosing the 
free distal end of the ileum into the upper portion of the rectum, 
with an end-to-end anastomosis between the severed ends of the 
loops of the ileum and the sigmoid. A satisfactory microscopic 
examination had not yet been made. 
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MALIGNANT GROWTH OF THE HEAD OF THE PANCREAS. 

Dr. E. Wyllys Andrews showed a pancreatic tumor. A 
patient came under his care about a year ago with chylous ascites, 
due to a mechanical obstruction of the lymphatic system of the 
abdomen. He very early made out that the patient had malignant 
trouble presumably of the pancreas. Thinking it might be cystic 
or noil-malignant, a laparotomy was made, which resulted in 
confirming the diagnosis of inoperable malignant growth of the 
head of the pancreas. The abdomen, therefore, was closed, the 
diagnosis having been easily made by the projection of the pan¬ 
creatic growth between the stomach and the diaphragm (above 
the stomach). This patient had chylous fluid removed about 
seventeen times, and within three or four months afterward died 
of inanition, the specimen being secured by an autopsy. It 
showed the pathology very well. The solid mass—carcinoma— 
proved to be the head and half of the pancreas. Above it the 
stomach was already invaded by carcinoma; a small piece of liver 
tissue, which came away, was also invaded. The vena cava and 
aorta were adherent. The reccptaculum chyli was entirely 
occluded, collapsed and pressed upon by the tumor mass. 

INTUSSUSCEPTION. 

Dr. E. Wyllys Andrews exhibited a specimen consisting 
of twenty-four inches of gangrenous intestine, which was the 
lower part of the ileum, and some living intestine attached, which 
was resected. This gangrenous intestine was removed a week 
ago by operation from a patient who had intussusception. 
Patient was a young, robust man, who, after jumping five or six 
feet down and lighting on his feet, began to have typical symp¬ 
toms of intussusception. He was treated for a number of days, 
and then sent to the hospital. An immediate laparotomy was 
made by Dr. Andrews and twenty-four inches of the bowel was 
found invaginated, beginning some twelve inches above the ileo¬ 
cecal valve, so that portion of the intussusception had descended 
into the colon. At the time of the operation they retracted and 
brought out the full length of this intussusccptum, which was 
found to be gangrenous and putrid, decomposition having 
already set in. There was nothing unusual about the specimen 
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except after removing it the speaker found what he thought was 
the cause of the intussusception, namely, the presence of a 
pedunculated, fibro-papilloma, which hung by a pedicle four or 
five inches long, and had grown from the mucosa of the bowel 
for two or three inches up from the lower end of the intussuscep¬ 
tion. It was nothing more than one of those benign polypi which 
occurred in the bowel generally, and which the surgeon met with 
not infrequently in operating for hemorrhoids. They were pe¬ 
dunculated and attached themselves to the mucosa and simulated 
pile trouble. Occasionally they were of the nature of neuromata, 
but benign. This was like a cherry with a four-inch long stem. 
He did not discover this until he had removed it, and some time 
later had examined it. He was doubtful whether the pedun¬ 
culated tumor was situated at the upper or lower end of the 
resected piece, but he thought it was at the lower end. The ter¬ 
mination of the case was fatal. The omentum from which he 
dissected off this gangrenous loop of bowel was thoroughly 
thrombosed—bad looking. He observed thrombi in the radicles, 
of the veins extending off in some portions of the bowel which 
looked alive. In order to forestall extension of the gangrene, 
which would naturally follow thrombosis of the radicles in the 
mesentery, he removed quite a piece of living intestine. Not 
only did he do this, but stripped about five or six inches more 
of the intestine out through the abdomen, bringing it outside. 
The treatment of the distal or lower stump was simple, namely, 
cutting it off and invaginating it, going back almost to the cecum. 
Notwithstanding the removal of fifteen inches of the intestine 
which was actually dead, the patient was lost from perforation of 
the bowel a few days later, due to gangrene of the wall of the 
intestine, particularly that part of it still inside the abdomen, and 
leakage into the peritoneal cavity of some of the intestinal 
contents. 



